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Introduction: The aim was to investigate the relation between 
sociodemographic features, anxiety, depression, sleep quality, childhood 
trauma experiences, and quality of life and bruxism determining the risk 
factors in people with bruxism.

Methods: A total of 200 people were included in the study. Of the 
patients, 100 were diagnosed with bruxism and 100 were included in 
the control group. Sociodemographic Data Form, Hospital Anxiety 
Depression Scale (HAD), The Pittsburgh Sleep Quality Index (PSQI), 
Childhood Trauma Scale (CTS), Short Form-36 Quality of Life Scale (SF-
36) were used.

Results: While there was no significant difference between the case 
group and the control group in terms of age, gender, marital status, and 
working status, there was a significant difference between educational 
levels. When the groups were compared a significant difference was 

found with regard to HAD-A (p<0.05), HAD-D (p<0.01), PSQI (p<0.01) 
and CTS (p<0.05) scores. While a significant difference was found when 
KF-36 subscales were examined, with regard to Physical Function 
(p<0.01), Pain (p<0.05), Social Function (p<0.05) and Mental Health 
(p<0.01) scores, no significant difference was detected between the 
subscales of Role Strength (p>0.05), General Health (p>0.05), Vital Energy 
(p>0.05) and Emotional Role (p>0.05). Regression analysis shows, (PSQI), 
HAD-D CTS scores predicted bruxism.

Conclusion: Higher depression scale scores, bad sleep quality, traumatic 
childhood experiences increase the risk for bruxism. Paying attention 
to the mental state of people diagnosed with bruxism in the treatment 
process and incorporating the psychiatrists in this process may increase 
the success rate of the treatment.
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Bruxism is a repetitive jaw-muscle activity that occurs with the movement 
of the mandible and characterized by clenching and / or grinding of the 
teeth (1). It is controversial whether bruxism is a disease. In addition to 
the authorities that consider it a disorder rather than a disease, there are 
also those who approach it as a behavior (2-4). The instrumental and 
non-instrumental approaches are recommended in the evaluation of 
bruxism. In the non-instrumental approach, dental, lingual, labial and 
buccal examinations are at the forefront with at least 1 to 2 weeks of 
history obtained from individuals and their relatives. Electromyography 
is used in the instrumental approach (5).

Its prevalence is between 14-20% in children, 22% in adults and around 
3% in the age group of 60 years and over (6). It is divided into two as 
diurnal bruxism observed during the day and nocturnal bruxism observed 
at night (6). Approximately 20% of the population experience diurnal 
bruxism, while 8-16% of them experience nocturnal bruxism. Problems 
such as tooth abrasions and fractures, pain in the chewing muscles 
and temporomandibular joint region, mobility and headache may be 
seen in individuals with bruxism (7). Central and peripheral factors are 
included in the etiology of bruxism. While peripheral factors consist of 
morphological parameters, central factors consist of psychological and 

biological parameters (1). Since it is not possible to determine which of 
these factors is more effective, its etiology is considered multifactorial.

Although there are studies reporting that the prevalence of mood disorder 
is higher in individuals with bruxism compared to normal individuals, 
studies suggesting the opposite are also available in the literature (8, 9). 
Besides, the condition is uncertain in terms of depression and anxiety. 
Again, some studies show that depression and anxiety are more common 
in individuals with bruxism, while other studies report that there is no 
difference between individuals with and without bruxism (8, 9). However, 
nocturnal bruxism is more frequently observed in depressed, anxious 
and emotionally stressed individuals (10). Therefore, many researchers 
acknowledge that bruxism develops as a response to anxiety and stress 
(7, 11). The bruxism-stress theory is based on the report of some case 
series suggesting that stressful daily events cause an increase in nocturnal 
masseter muscle activity (12). Although the number of studies on the 
causes of bruxism increases day by day, this clinical problem is still 
complicated and open to discussion. 

Childhood traumas arise as a result of behaviors at high risk of causing 
physical or emotional damage to individuals, which are exhibited 
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consciously or unconsciously, or not exhibited although necessary by 
caregivers or other individuals (13). Traumatic experiences in childhood 
have physical and mental effects in adulthood (13). Depression, anxiety 
disorders, dissociation, personality disorders, somatization and post-
traumatic stress disorder in adulthood are associated with childhood 
traumas (14). Somatization disorder and chronic gastrointestinal 
disorders have been reported to be more common in the cases with a 
history of abuse in a study conducted in the adult age group (15). 

It is also uncertain whether bruxism affects sleep quality. In addition to 
studies showing that individuals with bruxism have poorer sleep quality, 
there are other studies showing that sleep quality is not affected by 
bruxism (15, 16). 

Although some of the results are contradictory, depression, anxiety, 
childhood traumas and sleep quality have been studied in individuals 
with bruxism; however, no studies examining all these factors together 
and evaluating the predictive factors for bruxism have been found 
in available resources. Therefore, we planned to carry out this study 
in order to evaluate these factors and to determine their effects on 
predicting bruxism. Since the etiology and treatment of bruxism is not 
fully known, we think that recognizing and treating psychiatric predictors 
may contribute positively to clarifying the etiology and treatment process 
of bruxism. 

METHODS 
Type of the Study 
This study was designed as a clinical observational case-control study. 
Prior to the study, approval was obtained from Kafkas University Faculty 
of Medicine Ethics Committee. 

Place and Time of the Study 
This study was carried out in Kars Oral and Dental Health Center between 
01/02/2017 and 01/01/2018. 

Population of the Study 
In the calculation, it was found that the case and control groups should 
consist of at least 91 individuals each in order to ensure α=0.05, β=0.02 
and effect size of 0.6. The study was planned with a total of 220 individuals, 
110 in the case group and 110 in the control group, considering those not 
willing to participate in the study and the possibility of incomplete forms. 
The case group consisted of 110 individuals who were admitted to Kars 
Oral and Dental Health Center on random days with the complaint of 
bruxism for at least 1-2 weeks and who were diagnosed with bruxism as 
a result of the examination performed by the dentist, while the control 
group consisted of 110 individuals who were admitted to the same center 
for routine dental examination and in whom no disease was detected. The 
participants were firstly explained the purpose and method of the study, 
and verbal and written consent was obtained from those who agreed 
to participate in the study. Afterwards, they were taken to the rooms 
where they could be alone and filled in the forms. All participants were 
evaluated by the same author. A total of 20 individuals were excluded 
from the case and control groups due to incomplete forms.

Inclusion and Exclusion Criteria of the Study 
Inclusion criteria of the study 
The inclusion criteria for the case group included being diagnosed with 
bruxism by the dentist, having the complaint of bruxism for at least 1-2 
weeks, being over 18 years of age and agreeing to participate in the study 
after being informed. As for the control group, the criteria included not 
being diagnosed with any dental diseases in the examination, agreeing 
to participate in the study after being informed and being over 18 years 
of age. 

Exclusion criteria of the study 
The exclusion criteria for both groups included refusing to participate in 
the study after being informed, having mental retardation and dementia, 
alcohol / substance use and illiteracy. 

Assessment Tools Used in the Study 
The Sociodemographic Data Form, Hospital Anxiety Depression Scale 
(HAD), Childhood Trauma Questionnaire (CTQ), Short Form-36 Quality of 
Life Scale (SF-36) and Pittsburgh Sleep Quality Index (PSQI) were applied 
to both the case and control groups. 

Sociodemographic Data Form 
This form was prepared by us and consisted of questions on the 
participants’ age, gender, marital status, occupation, educational status, 
history of psychiatric diseases, smoking / alcohol / substance use. 

Hospital Anxiety and Depression Scale (HAD) 
It assesses the severity of anxiety and depression in patients (17). It is a 
14-item scale filled by patients. Depression and anxiety are tried to be 
assessed with the help of two subscales (18). 

Pittsburgh Sleep Quality Index (PSQI)
 It assesses the factors relating to sleep quality, including estimates of 
sleep duration and latency and of the frequency and severity of specific 
sleep-related problems (19). It was adapted to Turkish, and the Cronbach’s 
alpha coefficient was reported to be 0.80 (20). The PSQI based on self-
report consists of 24 questions assessed with a score ranging from 0 to 3. 
The total score is obtained by the sum of these components and can be 
between 0 and 21. A total score of less than 5 indicates high sleep quality, 
while a total score of more than 5 indicates impaired sleep quality. 

Childhood Trauma Questionnaire (CTQ) 
It was developed by Bernstein et al. (21). The Turkish validity and 
reliability study of the scale was conducted by Şar et al. (22), and the 
internal consistency and test-retest reliability of the scale were found to 
be high. The scale consists of 28 items, three of which measure the denial 
of trauma, and the participants rate each item on a 5-point Likert scale. 
This scale has five subscales including physical, emotional, sexual abuse 
and physical and emotional neglect (21). 

Short Form-36 Quality of Life Scale (SF-36) 
It consists of thirty-six items in a multiple-choice format and was designed 
to assess health-related quality of life in eight domains (22). These are 
as follows: physical functioning, physical role functioning, bodily pain, 
general health perceptions, vitality, social functioning, emotional role 
functioning and mental health (23). It is not possible to get a single score 
from the scale. Scoring is performed separately for each subscale of the 
quality of life. Each subscale measures its section with the scores ranging 
from 0 to 100. 0 point indicates “poor health” status, while 100 points 
indicate “good health” status. It was adapted to Turkish and shown to be 
valid and reliable (24). 

Statistical Analysis 
SPSS (Statistical Package for the Social Sciences) 20 version was used to 
evaluate the data. The Kolmogorov Smirnov test was used to evaluate 
whether the distribution was normal. Following descriptive statistical 
analysis (frequency, percentage distribution, mean ± standard deviation), 
the independent groups t-test was used for continuous variables 
providing parametric conditions, the Mann Whitney-U test was used for 
those not providing parametric conditions, and the chi-square test was 
used for categorical variables in the evaluation of the difference between 
the two groups. Regression analysis was performed to determine the 
effect of independent variables on bruxism, which was the dependent 
variable. Logistic regression analysis was performed since bruxism, the 
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dependent variable, was a categorical variable. The “Enter” method was 
applied for logistic regression analysis. All independent variables were 
included in the model. p<0.05 was considered statistically significant.

RESULTS 
The data of 200 individuals, 100 cases and 100 controls, were evaluated in 
the study. The age range of those in the case group varied between 19-52 
years, while the age range of those in the control group varied between 
20-57 years. The mean age of the case group was 30.14 ± 7.77 years, while 
the mean age of the control group was 31.32 ± 9.50 years (p>0.05) (Table 
1). 54% were female and 46% were male in the case group, while 52% 
were female and 48% were male in the control group (p>0.05). 

Considering the sociodemographic data, there is a significant difference 
between the case and control groups in terms of their educational 
attainment whereas there is no significant difference in terms of their 
age, sex, marital status, and employment status. When the groups were 
compared, a significant difference was found in terms of HAD-A (p<0,05), 
HAD-D (p<0,01), PSQI (p<0,01), CTQ (p<0,05) scores. Regarding KF-36 
subscales, a significant difference was found in terms of Physical Function 
(p<0,01), Pain (p<0,05), Social Function (p<0,05), Mental Health (p<0,01) 
scores, whereas there is no significant difference found between Role 
Strength (p>0.05), General Health (p>0.05), Vital Energy (p>0.05), and 
Emotional Role (p>0.05) subscales (Table 2). Considering the subscales 

of the Childhood Trauma Questionnaire, a significant difference was 
observed between Emotional Abuse (p<0.01), Physical Abuse (p<0.05), 
Physical Neglect (p<0.01), Emotional Neglect (p<0.01) and Sexual Abuse 
(p<0.05) subscales (Table 2).

Logistic regression analysis was performed in order to determine the 
effects of certain factors on the possibility of reporting bruxism-related 
problems. The model consisted of 5 independent variables including 
the CTQ, HAD-A, HAD-D, PSQI and gender. The model containing all 
predictors was found statistically significant, χ2 (5, N = 200) = 40.81, 
p<0.001. These values demonstrate that the model could distinguish 
between those reporting that they had bruxism problem. The model, as a 
whole, could explain 18.2% (Cox and Snell R-square) to 24.3% (Nagelkerke 
R-square) of the bruxism-related variance and could accurately classify 
67.5% of the participants. Of the model, the sensitivity was 65.0%, the 
specificity was 70.0%, the positive predictive value was 68.42%, and the 
negative predictive value was 73.68%. As shown in Table 3, only three of 
the independent variables made a statistically significant and exclusive 
contribution to the model (PSQI, HAD-D and CTQ). Depression was the 
strongest predictor of reporting bruxism problem, and the odds ratio of 
this problem was 1.20. When all factors in the model were kept under 
control, the participants with depression were 20.5% more likely to report 
bruxism compared to those without depression. The PSQI score was 
the second strongest predictor of reporting bruxism problem, and the 
odds ratio of this problem was 1.15. When all factors in the model were 

Table 1. Sociodemographic characteristics of the bruxism and control groups
Bruxism Group (n =100) Control  Group (n=100) χ2

n % n % p
Age, Mean±Sd 30.14±7.77 31.32±9.50 >0.05
Gender Female 54 54 52 52 >0.05

Male 46 46 48 48

Marital Status Married 44 44 40 40 >0.05
Single 56 56 60 60

Employment Yes 54 54 54 54 >0.05
No 46 46 46 46

Educational Status Elementary 8 8 8 8 <0.05
Middle 14 14 2 2

High 24 24 42 42

University 54 54 48 48

Psychiatric Illness History Yes 10 10 14 14 >0.05
No 90 90 86 86

p<0.05; sd, standart deviation; χ2, chi-square

Table 2. Comparison of the HAD-A, HAD-D, SF-36, PSQI, CTQ scores of the bruxism and control groups

Bruxism Mean±Sd Control Mean±Sd t p

HAS-A 7.90±3.51 6.78±2.68 2.539 <0.05

HAS-D 6.80±4.33 4.34±2.65 4.890 <0.01

PSQI 7.84±2.84 5.98±3.93 3.839 <0.01

SF-36 Physical functioning 22.59±7.98 25.79±5.03 -3.392 <0.05

Role Physical 6.35±1.24 7.14±5.24 -1.468 >0.05

Bodily Pain 7.58±2.28 9.10±3.95 -2.075 >0.05

General Health 14.26±3.44 15.19±5.39 -1.184 >0.05

Vitality 14.09±3.03 14.86±4.30 -1.463 >0.05

Social Functioning 7.20±1.78 7.84±1.89 -2.465 <0.05

Role Emotional 4.80±1.33 5.01±1.38 -1.097 >0.05

Mental Health 17.68±4.31 19.69±4.74 -3.136 <0.05

CTQ 73.93±10.31 69.67±16.06 2.232 <0.05

Independent Student’s t-test, Sd: Standard Deviation; HAS-A: Hospital Anxiety and Depression Scale-Anxiety; HAS-D: Hospital Anxiety and Depression Scale -Depression; SF-36: 
Short Form-36 Quality of Life Scale; PSQI: Pittsburgh Sleep Quality Index; CTQ: Childhood Trauma Questionnaire, p<0.05
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kept under control, the participants with high PSQI scores were 14.9% 
more likely to report bruxism compared to those without sleep-related 
problems (Table 3).

DISCUSSION 
In this study, individuals diagnosed with bruxism were compared with the 
control group in terms of sociodemographic characteristics, psychiatric 
symptoms and traumatic childhood experiences. According to the results 
of our study, anxiety, depression and childhood trauma questionnaire 
scores were higher in the bruxism group compared to the control group. 
Also, the bruxism group had poorer quality of life and sleep quality. High 
depression scale scores, poor sleep quality and traumatic childhood 
experiences increase the risk of bruxism. 

According to the results of our study, bruxism is more common in females 
compared to males. In terms of gender differences, some studies are 
consistent with our study, while others yield different results (25,26). The 
reason for these differences may be the low sample size or cultural factors. 
The cases included in our study were between the ages of 19-52 years, 
which is consistent with the findings of Reding et al. that bruxism is most 
common in the 20-40 age range (27). The educational status of the case 
group was found to be lower compared to the control group. Previous 
studies have shown that the educational status is higher in individuals 
with bruxism (28). This difference may be due to cultural reasons or our 
selection of the healthy control group only among those undergoing 
periodic dental examinations.

Psychological problems have been shown to be more common in 
individuals with bruxism compared to healthy individuals (10). In our 
study, psychiatric symptoms were generally higher in the bruxism group. 

Individuals with bruxism did not agree to undergo psychiatric 
examination, both because of the distance between the oral and dental 
health center where the study was carried out and the hospital, and 
because of the fear of stigmatization. Therefore, we could not evaluate 
whether there were additional psychiatric disorders in individuals 
diagnosed with bruxism. We used the HAD-A and HAD-D scales, whose 
Turkish validity and reliability were demonstrated, and which were used 
in many national and international studies, in the measurement of 
depression and anxiety levels. In our study, higher anxiety and depression 
scores in those diagnosed with bruxism are consistent with the literature 
(8). Patients with the complaint of bruxism are reported to experience 
somatoform disorder, hypochondriasis, and atypical depression as well 
being more aggressive, anxious, hyperactive and exhibiting self-punitive 
behaviors when faced with frustration (29,30). Although the etiology 
of bruxism is not precisely known, we think that psychiatric processes 
may be important in its etiology due to the relationship of bruxism with 
depression and anxiety, the findings of our study and that psychiatric 
drugs have been shown to be effective in the treatment process. 

In our study, it was found that the mean score of the Childhood Trauma 
Questionnaire was statistically significantly higher in the bruxism group 
compared to the control group and predicted bruxism. We could reach 
a single study evaluating bruxism with childhood traumas. Şahpolat 
et al. reported that there was no difference between the bruxism and 
control groups in terms of childhood traumas in their study (31). This 
contradiction may be due to the fact that the sample size was low, and 
the case and control groups were not selected from the same population 
in the other study. In our study, we also performed regression analysis 
and showed that childhood traumas predicted bruxism. Considering that 
psychiatric diagnoses are high in adults with traumatic experiences, we 
believe that traumatic experiences have a place in the etiology of bruxism 
and that traumatic childhood experiences should be carefully evaluated 
during the examination and treatment processes. 

In general, quality of life is a concept that reflects personal responses to 
diseases affecting the level of personal satisfaction that can be achieved in 
daily living conditions and to the physical, mental and social effects of life 
(32). In bruxism, pain in the jaw and facial region that occurs during the 
day due to the severe tension of the temporal muscle adversely affects 
the quality of life of patients (33). In our study, a significant difference was 
observed in terms of physical functioning (p 0.01), bodily pain (p<0.05), 
social functioning (p<0.05) and mental health (p<0.01) scores of the 
quality of life subscales. Our findings are consistent with the literature.

While the rate of poor sleep quality was found to be 69.9% in students 
who had bruxism and at least one psychological symptom, the rate of 
poor sleep quality was found to be 31.5% in students who did not have 
bruxism but had at least one psychological symptom (34). According 
to this result, bruxism has a negative effect on sleep quality. Poor sleep 
quality was found to be significantly higher in bruxism cases compared to 
the control group. Serra Negra et al. (16) found that poor sleep quality was 
a very important factor in students with diurnal and nocturnal bruxism in 
their study among dental students in Brazil in 2014. 

To the best of our knowledge, our study is the first study showing that 
childhood traumas are more frequently observed in individuals with 
bruxism, and that depression score, sleep quality and traumatic childhood 
experiences are the predictive factors for bruxism. Therefore, considering 
that the etiology of bruxism is still not fully revealed despite numerous 
studies, we think that our study can contribute to the literature and be 
useful for clinicians of psychiatry, dentistry and family medicine as well as 
clinicians of sleep medicine.

Our study has some limitations. Firstly, the sample group consisted of 
individuals from only one center. Secondly, the educational status differed 
between the two groups. Thirdly, we could not perform psychiatric 
diagnostic evaluation. Thus, we do not know whether there were any 
comorbid psychiatric disorders in individuals with bruxism and the rate 
of these disorders, if any. We determined the anxiety and depression 
levels only with the scale scores. Since we did not perform psychiatric 

Table 3. Lojistik regresyon analiz sonuçları

 B Standart Error Wald df  p Odds Ratio 95% confidence interval
CTQ 0.031 0.012 6.360 1 0.012 1.032 1.007 1.057

Gender 0.109 0.321  0.116 1 0.734 1.115 0.595 2.093

HAS-A 0.034 0.058 0.352 1 0.553 1.035 0.924 1.158

HAS-D 0.187 0.054 11.937 1 0.001 1.205 1.084 1.340

PSQI 0.139 0.046 8.951 1 0.003 1.149 1.049 1.258

Constant -4.545 1.108 16.82 1 0.000 0.011 0.638  1.112

HAS-A: Hospital Anxiety and Depression Scale-Anxiety; HAS-D: Hospital Anxiety and Depression Scale -Depression; PSQI: Pittsburgh Sleep Quality Index; CTQ: Childhood Trauma 
Questionnaire, p<0.05
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evaluation, we were not able to make a diagnosis based only on the 
scores obtained from the scales. Another limitation was the low number 
of individuals in the case and control groups of our study. However, this 
limitation may not be very critical, since our case and control groups 
consisted of 100 individuals each, while it was sufficient for the case and 
control groups to consist of 91 people in order to ensure α=0.05, β=0.02 
and effect size of 0.6. It is thought that more precise data can be obtained 
by further studies with larger sample groups. 

In conclusion, we examined some psychosocial characteristics thought 
to may have a place in the etiology of bruxism in our study. There was 
a statistically significant difference between the cases diagnosed with 
bruxism and the control group in terms of depression scale, anxiety 
scale, sleep quality, quality of life and traumatic childhood experiences; 
however, no significant difference was observed between the two groups 
in terms of sociodemographic data except for the educational status. In 
addition, it was found that traumatic childhood experiences, depression 
and sleep quality could predict bruxism. We think that our study may be 
of importance, since it is the first study showing that childhood traumas 
are more frequently observed in individuals with bruxism, and that 
childhood traumas, depression and sleep quality are the predictors of 
bruxism. In the light of these data, paying attention to the mental state 
of individuals diagnosed with bruxism in the treatment process and 
incorporating psychiatrists into this process may increase the success rate 
of the treatment.
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